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INTRODUCTION
Renal infarction is a rare, aspecifi c condition suff ering from 

diagnostic diffi  culty, with an incidence of 0.003-2% [1-3]. It is related 
to segmental or complete necrosis of the renal parenchyma. Th ere 
are many causes (traumatic, renal artery anomaly, cardioembolism, 
coagulopathy, toxicity) responsible for acute occlusion of one or more 
branches. Cardio- embolism is the most common cause, including 
rheumatoid arthritis. Its association with mesenteric infarction is a 
rare entity. Renal infarction is oft en revealed as renal colic, sometimes 
accompanied by haematuria and a febrile episode. Th ese non-specifi c 
clinical signs can lead to misdiagnosis and therefore to therapeutic 
delay and loss of opportunity for the patient.

Th ere is currently no real consensus on the management of this 
condition. Eff ective anticoagulation is the basis of medical treatment, 
the place of thrombolysis is still debated. Th e rapidity of the initial 
treatment determines the subsequent prognosis.

We report two cases of mesenteric infarction associated with 
renal infarction.

MEDICAL OBSERVATION 1
A 40 year old married mother of 2 children, living in Casablanca, 

was admitted with an acute intestinal obstruction. She had been 
treated for rheumatoid arthritis for 6 months (on methotrexate 25 
mg/week and cortancyl 10 mg/day), with a history of 2 spontaneous 
miscarriages. She had presented 4 days before her admission with 
diff use cramp-like abdominal pain with haematemesis and rectal 
bleeding; this was followed by a cessation of feces and gas without 
fever, haematuria or low back pain. On clinical examination, the 
patient was found to be in good general condition with apyrexia, 
abdominal meteorism, and a tender abdomen with an empty rectal 
ampulla to the touch.

Th e biological work-up noted an infl ammatory syndrome 
(hyperleukocytosis with white blood cells at 33790/mm3, C-reactive 
protein at 399.3 mg/L), the blood ionogram was normal with good 
renal function (creatinine level at 9.2 mg/L), as were the haemostatic 
and immunological work-ups (IgG and IgM anti-cardiolipin 
antibodies; antibeta2glycoprotein-1 type IgG and IgM antibodies 
negative, no circulating antibodies, prothrombin time 79%). 
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 Th e thrombophilia assessment revealed hyperhomocysteinemia 
at 20.9 micromol/l linked to a homozygous mutation (C677T) the 
MTHFR gene.

Th e Cardiac ultrasound did not show any abnormality.

Th e abdominopelvic CT scan showed total occlusion of the distal 
portion of the superior mesenteric artery with repermeabilization at 
its bifurcation, a defect in the elevation of the inferior pole of the left  
kidney with a non visualizable inferior polar artery, a distension of 
the small intestines measuring 35 cm with a hydro-aeric level (Figure 
1).

 Emergency laparotomy revealed extensive small bowel necrosis 
of approximately 1.40 m from the ileocoecal angle. An ileo-caecal 
resection involving 1.50 m of small bowel from the ileocoecal angle 
was performed with a right ileocolostomy and abdominal drainage 
performed.

Post-operatively, her treatment consisted of dual antibiotic 
therapy (ceft riaxone 2 g/d and Metronidazole 1.5 g/d), heparin 
therapy (Enoxaparin sodium 12 Ml/d) and analgesia (tramadol 
hydrochloride 300 mg/d).

On postoperative day 3, she presented with coldness of both 
lower limbs with cyanosis; Doppler ultrasound of the lower limbs 
noted bilateral partial obliteration of the common femoral arteries. 
At D4, the patient died of pulmonary embolism.

Figure 1: Abdominopelvic CT scan.
A: sagittal section: occlusion of the superior mesenteric artery.
B: Frontal section: inferior polar left renal infarct.
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MEDICAL OBSERVATION 2
Mr 64 years old, married, father of 5 children, living in 

Casablanca, chronic smoker (80 pack years), who presented with 
diff use cramp-like abdominal pain, associated with haematemesis 
and rectal bleeding, evolving for a fortnight in an apyretic context and 
conservation of the general state. Th e clinical examination showed 
abdominal tenderness and streaks of blood on rectal examination. An 
infl ammatory syndrome was noted (hyperleukocytosis at 20920/mm3 
and CRP at 121 mg/l), normal renal function (creatinine at 8.2 mg/l, 
urea at 0.42 g/l, kalaemia at 4 mEq/l), a correct haemostasis work-up 
(PT at 89%, aPTT at 23 sec); the immunological work-up was also 
normal (anti-cardiolipin and anti-beta2glycoprotein-1 antibodies)

Th e abdominopelvic angioscanner showed the supra- and sub-
renal aorta with a non- obstructive atheromatous overload, the 
presence of endo-luminal material in the superior mesenteric artery 
and some of its visceral branches, partially obstructing the lumen, 
parietal thickening of some 32 mm jejunal coves, triangular and 
peripheral hypodensity in the left  kidney (superior polar) and infra-
centimetric spleen with a liquid eff usion layer in the Douglas: (Figure 
2) and subcentimetric splenic hypodensity with a sheet of fl uid 
eff usion at the Douglas.

We performed an emergency exploratory laparotomy, which 
revealed thickening of the jejunal coves 30cm from the duodeno-
jejunal angle extending over 50 cm with a layer of ascites, with no 
signs of necrosis. Th e procedure consisted solely of removal of the 
ascites fl uid.

Complementary therapy was done: strict digestive rest, vascular 
fi lling, omeprazol 80 mg/d, anti-thrombotic (Enoxaparin sodium 12 
Ml/D) and parenteral digestive decontamination (ceft riaxone 2 g/D).

Th e trans-thoracic ultrasound was unremarkable. At D14, the 
patient was discharged with a satisfactory clinical and scannographic 
evolution.

Th e occurrence of renal infarction remains a less frequent event 
with negligible incidences [1]. Th e post-mortem incidence of this 
condition has been estimated at 1.4%, although the incidence in 
hospitalised patients is approximately 6.1 per million per year [4]. 

Th e clinical presentation of acute renal artery embolism is highly 
variable and oft en vague. Patients usually complain of fl ank and/or 
upper abdominal pain, oft en associated with nausea and vomiting, 
sometimes with gross haematuria.

Th is variable and vague presentation is probably the cause of 
missed or delayed diagnoses in a signifi cant number of patients. 
However, several conditions have been associated with acute renal 
artery obstruction, such as myocardial infarction, advanced cancer, 
aortic aneurysm and valvular heart disease [5]. In rare cases, it is 
associated with mesenteric infarction, the clinical picture of which 
is superseded by that of intestinal obstruction with GI bleeding [6].

Any systemic vasculitis can theoretically be complicated by 
digestive involvement, a major prognostic factor included in the Five 
Factor Score [7].

As digestive disease rarely occurs in isolation (13-16% of cases), 
the diagnosis of vasculitis is particularly relevant when the ischaemic 
digestive lesions are non-systematic, segmental, multifocal, or even 
migratory and/or associated with extradigestive signs [8,9].

Th e combination of ischaemic conditions oft en occurs in a 
high cardiovascular risk setting. Nowadays, rheumatoid arthritis 
is considered to be a cardiovascular risk factor [10,11], due to the 
intensity of the infl ammation with important alterations in the 
functions of the artery (endothelial function, arterial compliance, 
systolic pressure index) or its structure (measurement of the intima-
media thickness), thus increasing the risk of atheroma production.

However, in the literature, it is clear that chronic smoking is a 
thombogenic factor, and has been for a long time and he describes 
the rate of homocysteinemia greater than 15 micromol/l as 
atherogenic, this explains the occurrence of thombosis in our case. 
Intestinal involvement is the most common visceral manifestation 
in rheumatoid arthritis, with abdominal pain being the main sign. 
Th e latter may mask low back pain in the case of associated renal 
ischaemia. Th e entire digestive tract may be the site of ischaemia, 
linked to complete occlusion and/or thrombosis of large and/or 
medium-sized vessels destined for the digestive tract, infarctions or 
perforations with peritonitis [12,13].

In our observations, renal function was not impaired, probably 

Figure 2: Cross-sectional CT scan: hypodense lesion of the left kidney in the upper pole.
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due to the segmental nature of the renal infarction. Acute renal 
failure should raise the suspicion of extension of the lesions or iodine 
contrast nephropathy or a functional component due to the third 
sector related to intestinal occlusion.

Imaging is key to the diagnosis of arterial occlusion, in particular 
multi-barrier angioscan with arterial, venous and portal [7,14-16].

Arteriography confi rms the diagnosis but is an invasive test and 
should probably only be used in patients who are candidates for 
surgery.

Management should be multidisciplinary with several components 
(medical, surgical and radiological); due to the mesenteric infarction, 
medical treatment will include strict digestive rest, anti-thrombotics, 
PPI and oral/enteral antibiotic therapy [17].

Depending on the accessibility of the vascular lesions, 
percutaneous revascularisation is the radiological treatment (intra-
arterial thrombolysis, angioplasty-stenting, thrombo-aspiration), in 
fi rst intention and in case of failure recourse to vascular surgery is 
in principle.

Emergency laparotomy should be performed if any of the signs of 
severity that defi ne late AMI appear, in order to assess bowel viability 
and resect necrosis [17], otherwise abstinence is the choice.

As the main factor in mortality is delayed diagnosis or diagnosis 
not made (by insuffi  cient diagnostic means), it should be considered 
that diagnosis of ischaemia only at the late stage of surgical necrosis 
has a high risk of mortality [18,19].

CONCLUSION
Th e increased cardiovascular risk in RA is well documented and 

patients with RA have twice the risk of developing a cardiovascular 
event, independent of the usual risk factors. Early diagnosis of 
cardioembolic diseases and their adequate management ensures the 
prevention of both renal and mesenteric infarction.

REFERENCES
1. Domanovits H, Paulis M, Nikfardjam M, Meron G, Kürkciyan I, Bankier AA, 

Laggner AN. Acute renal infarction. Clinical characteristics of 17 patients. 
Medicine (Baltimore). 1999 Nov;78(6):386-94. doi: 10.1097/00005792-
199911000-00004. PMID: 10575421.

2. Hoxie H.J., Coggin C.B. Renal infarction: statistical study of two hundred 
and fi ve cases and detail report of an unusual case. Arch Intern Med (Chic). 
1940;65(3):587-594. doi:10.1001/archinte.1940.00190090124007

3. Lessman RK, Johnson SF, Coburn JW, Kaufman JJ. Renal artery embolism: 
clinical features and long-term follow-up of 17 cases. Ann Intern Med. 1978 
Oct;89(4):477-82. doi: 10.7326/0003-4819-89-4-477. PMID: 697226.

4. Korzets Z, Plotkin E, Bernheim J, Zissin R. The clinical spectrum of acute 
renal infarction. Isr Med Assoc J. 2002 Oct;4(10):781-4. PMID: 12389340.

5. Robinson S, Nichols D, Macleod A, Duncan J. Acute renal artery embolism: a 
case report and brief literature review. Ann Vasc Surg. 2008 Jan;22(1):145-7. 
doi: 10.1016/j.avsg.2007.07.029. PMID: 18083341.

6. Silverberg D, Menes T, Rimon U, Salomon O, Halak M. Acute renal artery 
occlusion: Presentation, treatment, and outcome. J Vasc Surg. 2016 
Oct;64(4):1026-32. doi: 10.1016/j.jvs.2016.04.043. Epub 2016 Jun 23. PMID: 
27345378.

7. Guillevin L, Pagnoux C, Seror R, Mahr A, Mouthon L, Toumelin PL; 
French Vasculitis Study Group (FVSG). The Five-Factor Score revisited: 
assessment of prognoses of systemic necrotizing vasculitides based on the 
French Vasculitis Study Group (FVSG) cohort. Medicine (Baltimore). 2011 
Jan;90(1):19-27. doi: 10.1097/MD.0b013e318205a4c6. PMID: 21200183.

8. Pagnoux C, Mahr A, Cohen P, Guillevin L. Presentation and outcome of 
gastrointestinal involvement in systemic necrotizing vasculitides: analysis 
of 62 patients with polyarteritis nodosa, microscopic polyangiitis, Wegener 
granulomatosis, Churg-Strauss syndrome, or rheumatoid arthritis-associated 
vasculitis. Medicine (Baltimore). 2005 Mar;84(2):115-128. doi: 10.1097/01.
md.0000158825.87055.0b. PMID: 15758841.

9. Colleter L, Corcos O, Vilgrain V, Ronot M. Henoch-Schönlein purpura 
in adults. Diagn Interv Imaging. 2014 Jun;95(6):637-40. doi: 10.1016/j.
diii.2014.02.014. Epub 2014 Mar 15. PMID: 24637207.

10. del Rincón ID, Williams K, Stern MP, Freeman GL, Escalante A. High incidence 
of cardiovascular events in a rheumatoid arthritis cohort not explained by 
traditional cardiac risk factors. Arthritis Rheum. 2001 Dec;44(12):2737-45. 
doi: 10.1002/1529-0131(200112)44:12<2737::AID-ART460>3.0.CO;2-%23. 
PMID: 11762933.

11. Solomon DH, Karlson EW, Rimm EB, Cannuscio CC, Mandl LA, Manson JE, 
Stampfer MJ, Curhan GC. Cardiovascular morbidity and mortality in women 
diagnosed with rheumatoid arthritis. Circulation. 2003 Mar 11;107(9):1303-7. 
doi: 10.1161/01.cir.0000054612.26458.b2. PMID: 12628952.

12. Zizic TM, Classen JN, Stevens MB. Acute abdominal complications of 
systemic lupus erythematosus and polyarteritis nodosa. Am J Med. 1982 
Oct;73(4):525-31. doi: 10.1016/0002-9343(82)90331-x. PMID: 6127033.

13. Pickhardt PJ, Curran VW. Fulminant enterocolitis in Wegener’s 
granulomatosis: CT fi ndings with pathologic correlation. AJR Am J Roentgenol. 
2001 Dec;177(6):1335-7. doi: 10.2214/ajr.177.6.1771335. PMID: 11717078.

14. Furukawa A, Kanasaki S, Kono N, Wakamiya M, Tanaka T, Takahashi M, 
Murata K. CT diagnosis of acute mesenteric ischemia from various causes. 
AJR Am J Roentgenol. 2009 Feb;192(2):408-16. doi: 10.2214/AJR.08.1138. 
PMID: 19155403.

15. Kirkpatrick ID, Kroeker MA, Greenberg HM. Biphasic CT with mesenteric CT 
angiography in the evaluation of acute mesenteric ischemia: initial experience. 
Radiology. 2003 Oct;229(1):91-8. doi: 10.1148/radiol.2291020991. Epub 
2003 Aug 27. PMID: 12944600. 

16. Hellinger JC. Evaluating mesenteric ischemia with multidetector-row CT 
angiography. Tech Vasc Interv Radiol. 2004 Sep;7(3):160-6. doi: 10.1053/j.
tvir.2005.02.002. PMID: 16015562.

17. Kolkman JJ, Bargeman M, Huisman AB, Geelkerken RH. Diagnosis and 
management of splanchnic ischemia. World J Gastroenterol. 2008 Dec 
28;14(48):7309-20. doi: 10.3748/wjg.14.7309. PMID: 19109864; PMCID: 
PMC2778114.

18. Clair DG, Beach JM. Mesenteric Ischemia. N Engl J Med. 2016 Mar 
10;374(10):959-68. doi: 10.1056/NEJMra1503884. PMID: 26962730.

19. Leone M, Bechis C, Baumstarck K, Ouattara A, Collange O, Augustin P, 
Annane D, Arbelot C, Asehnoune K, Baldési O, Bourcier S, Delapierre L, 
Demory D, Hengy B, Ichai C, Kipnis E, Brasdefer E, Lasocki S, Legrand 
M, Mimoz O, Rimmelé T, Aliane J, Bertrand PM, Bruder N, Klasen F, Friou 
E, Lévy B, Martinez O, Peytel E, Piton A, Richter E, Toufi k K, Vogler MC, 
Wallet F, Boufi  M, Allaouchiche B, Constantin JM, Martin C, Jaber S, Lefrant 
JY. Outcome of acute mesenteric ischemia in the intensive care unit: a 
retrospective, multicenter study of 780 cases. Intensive Care Med. 2015 
Apr;41(4):667-76. doi: 10.1007/s00134-015-3690-8. Epub 2015 Mar 3. 
Erratum in: Intensive Care Med. 2015 May;41(5):966-8. PMID: 25731634.


